Accidental dental injuries are known to occur during anesthesia administration. Although the reported incidence of perioperative dental injury is 0.02%--12.1%,\[[@ref1][@ref2]\] the actual incidence is probably much higher, as dental cracks often go unnoticed and unreported. Yaghmaei *et al*. reported a high incidence of dental injuries (73.3% and 90% following nasal and oral intubation, respectively) with a high prevalence of invisible dental injuries such as dental cracks.\[[@ref3]\]

The risk factors for perianesthetic dental injury include (i) age - children with mixed dentition (aged 5--12 years)\[[@ref4]\] and patients in the age group of 50--70 years;\[[@ref5]\] (ii) difficult intubation - limited mouth opening, limited mobility of the mandible, poor visibility in the hypopharynx, short thyromental distance, and low neck mobility;\[[@ref6]\] (iii) dental factors - caries, gum disease, protruding upper incisors, isolated teeth, previously injured or loose teeth, veneers, crowns, bridgework and implants, large anterior restorations, root-treated teeth, structural abnormalities of enamel or dentine,\[[@ref4]\] and anterior crowding of teeth;\[[@ref6]\] and (iv) patients with diabetes mellitus, autoimmune diseases, smokers, bruxism (habitual teeth grinding), early tooth decay in childhood, following chemotherapy or prior radiotherapy to the oral cavity.\[[@ref7]\]

A preanesthetic dental evaluation should include a detailed dental history and examination with particular attention to maxillary central incisors, these being most vulnerable to injury.\[[@ref6]\] Preexisting risk factors should be identified. Patients with poor dentition should be advised a dental consultation. Dental injury can be minimized by restoring caries, replacing lost or loose anterior restorations, and splinting or extraction of loose teeth.\[[@ref4]\] A note of preexisting dental condition, dentures, bridges, and caps, previously damaged or missing teeth, should be made. A preprinted dental chart \[[Figure 1](#F1){ref-type="fig"}\], modified from dental chart suggested by Davies and Eagle,\[[@ref8]\] may be used to put patient\'s dental status to record. Patients must be advised to take out removable dentures before anesthesia. However, partial dentures may be left in place during laryngoscopy to protect the native teeth; dentures should be removed following intubation to prevent dislodgement.\[[@ref4]\] Dental jewelry is a concern as it may interfere with airway management and carries the risk of accidental dislodgement. Jewelry that is easily removable should be removed and that which cannot be removed or the patient refuses to remove should be protected. Informed consent for anesthesia should include the risk of dental trauma, more so when dental problems are identified preoperatively. Implications of dental jewelry, if *in situ*, should be explained and recorded.

![Dental chart. Teeth are numbered sequentially from the midline. Abnormal teeth are encircled and the abnormality is indicated as follows: D - decayed; M - missing; F - filled/crown; L - loose; I - implant](JOACP-33-397-g001){#F1}

In patients whose teeth are vulnerable to damage, airway instrumentation should preferably be avoided\[[@ref4]\] or done by a more experienced anesthesiologist. It must be performed only after depth of anesthesia and muscle relaxation is adequate. Aggressive laryngoscopy and use of upper teeth as a fulcrum for the laryngoscope should be avoided. When risk of dental trauma is high, the use of a video laryngoscope,\[[@ref7]\] laryngeal mask airway, or fiber-optic approach\[[@ref4]\] to airway management may be considered. Care should be taken while inserting orogastric tubes, suction catheters, and endoscopes.\[[@ref4]\] The use of nasopharyngeal airway instead of an oropharyngeal airway is preferable in patients with vulnerable anterior teeth. Even trivial trauma during airway instrumentation may completely dislodge a loose tooth. Although preoperative extraction of loose teeth increases patient safety, it may not be cosmetically acceptable to some patients nor feasible in emergency situations. A loose tooth may be secured by tying its base with silk or thread, and bringing both free ends of the thread out of the patient\'s mouth together and taping it to the side of the face.\[[@ref9]\] In the event of tooth dislodgement, it can be pulled out with the silk. Tooth protectors, if used, may make laryngoscopy more difficult by reducing the space in the oral cavity due to their thickness, increase likelihood of oral trauma, and pose additional risk of itself getting aspirated.\[[@ref10]\] Applying a strip of poly foam to the flange, padding teeth,\[[@ref11]\] gauze rolls, and folded tape\[[@ref12]\] has been used to prevent injury.

During emergence from anesthesia (to prevent biting), bite blocks made from suitable material should be placed between the molar teeth and not between incisors. This allows dissipation of biting forces through the stronger multi-rooted molars instead of weaker single-rooted incisors.\[[@ref10]\] A one or two inches wide cloth adhesive tape may be wrapped several times on one end of a wooden tongue depressor or a soft roll of gauze may be used as a bite block.\[[@ref10]\] An oropharyngeal airway should not be used as a bite block.\[[@ref4]\] Postoperative shivering should be controlled to prevent dental injury that may occur subsequent to excessive teeth clenching, grinding, or masseter muscle spasm.\[[@ref10]\] Dentition should be checked for any loose or missing teeth, including dental jewelry if was *in situ*, and status should be documented.

In the event of accidental dental injury such as avulsion or fragmentation of the tooth, the operating table should be given a Trendelenburg tilt. The avulsed or broken dental fragment, if visible should be retrieved using Magill forceps. At times, surgery or endoscopy may be required for retrieval. A chest radiograph may help locate a missing dental fragment. Nonradio-opaque dislodged prostheses may require direct visualization.\[[@ref4]\] The avulsed tooth should be placed on its crown, without touching the root and preserved in normal saline.\[[@ref13]\] Urgent dental consultation should be arranged for possibility of reimplantation of a permanent tooth within 30 min. A deciduous tooth should not be reimplanted in its socket as this may damage the underlying permanent bud or erupting tooth.\[[@ref13]\] If the tooth is loosened, return it back to position, apply digital pressure, and seek immediate dental opinion.\[[@ref12]\] Patients should be informed of peri-operative dental injuries, even if caused by the surgeons operating in the oral cavity. This should be documented.

To conclude, anesthesiologists should perform preanesthetic dental evaluation and document their findings. Risk of dental injury must be explained and included in the written informed consent. Measures to minimize dental injury should be taken. If injury occurs, it should be discussed with the patient and a dental consultation arranged. This is not only ethical but also increases patient satisfaction.
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